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CHAPTER I 
INTRODUCTION 
This paper is intended to cover, to some extent, the story of the com-
munity mental health movement as a whole and the attempt to bring a compre-
hensive community mental health center to Cache Valley in particular. Of 
course the history of community mental health has been told elsewhere before; 
it is presented here merely as background to the story of the attempt of several 
interested citizens and organizations to bring comprehensive mental health care 
into this community. It is to more or less complete the story that the proposal 
of Mr. Kenneth Kleven, A.C.S. \:V. (the Mental Health Specialist sent from the 
state Divis ion of Mental Health), which has been tentatively approved, and a 
summary of the services of an existing comprehensive mental health center as 
a comparison are added. 
We will start with the history of community mental health care, including 
the three mental health revolutions: the belief, first advanced in the 16th Cen-
tury by Johann Weyer, that "insanity 11 is a sickness; the Freudian realization 
that mental illness is an adaptation to stress often based on early childhood 
experiences; and the penetration of the concept of public health into the field of 
mental health. Next we shall briefly cover the definition and goals of community 
mental health, with some thoughts on the best organizational technicpes and the 
persons and agencies involved in a community mental health center. 
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We begin the next part of our discussion by answering the questions, 
"Who needs mental health services?" and "What evidence is there that mental 
problems exist inourcommunity?" Then we briefly cover the presently avail-
able mental health services, which despite the diligent efforts of their staff 
are neither sufficiently extensive nor coordinated to handle the need, before 
moving on to the basic core of the paper--the story of the actual attempt to set 
up a comprehensive community mental health center. Finally, we end with a 
summary of the plan of Dr. Marvin Fifield, who wrote several successful pro-
posals before writing the original p1I'oposal for a Region I (Cache, Rich, and 
Box Elder Counties) comprehensive mental health center; a comparison of his 
plan with that of Mr. Kleven; and a brief visit to the presently existing 
Timpanogos center. 
Except for the library research for the Review of the Literature, most 
of this information was obtained from personal interviews and the actual pro-
posals written by Dr. Fifield and Mr. Kleven. Some of those interviewed, 
especially Mrs. Carol Clay, a Mental Health Association member, and the two 
proposal writers, were very cooperative and eager to give information; others, 
as one may have suspected, were rather hesitant. No one has refused to com-
ment. One of the Cache County Commissioners wondered for whom mental 
health centers are needed; I hope that his question has herein been answered. 
It is from many points of view, then, that I gathered the information 
for the story of mental health services in Cache Valley, and it should not be 
surprising if at times there seem to be contradictions in it. 
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CHAPTER II 
REVIEW OF THE LITERATURE 
History 
Community mental health action has been in existence as long as the 
plagues, and attempts at treating mental patients in the community have been 
made in every civilization, according to Brown (1969) and Bierer (1964) 
respectively. 
The word "asy lur.n" originally meant "inviolable" and was applied to 
early temples, which were sometimes also used as hospitals. Early therapy 
was very advanced, including both physical and psychological therapy. Tem-
ples of Saturn in Egypt were used for occupational and recreational therapy. 
Pythagoras felt that mental p~tients were all accessible to reason; Aescalepius 
opposed the use of restraint and Galen liked to treat his patients' relatives. 
Celsus, however, felt that the mentally ill should be chastised by harsh physical 
treatment. 
Gheel in Belgium, founded in ancient times but still in existence, is 
famous for its church and hospital dedicated to St. Dymphna and the care of the 
mentally ill. Patients live with the local farmers. Moreover, in Baghdad an 
early after-care procedure involved monthly inspection of cured patients by 
government officials. Even now, in primitive communities, relatives accom-
pany the patients to the hospital. 
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Unfortunately, the view of Celsus tended to prevail until the 19th century, 
with both physical and psychological torture, such as starvation, chains, fetters, 
intimidation, and frightening of the patients common occurrences. During the 
Dark Ages the Church was in the peculiar position of defending itself against 
the "evil spirits" while providing asylum to the insane. There were few who 
dared to suggest humane treatment for the mentally ill during this period of 
time. 
The first mental 
health revolution 
Johann Weyer, the 16th century Dutch pioneer of the first mental 
health revolution, believed that insane people were sick, despite the opposition 
of legal authority, the public, and the Church. 
The sympathetic attitude, the ''heretical notion that the insane are 
people and should be treated with kindness and dignity'(Hobbs, 1969, p. 29), 
began with the Age of Reason at the end of the 18th century. Attention was 
focused on causes and treatment of mental illness. Paris had expensive 
maisons de sante, which , however, could not be patronized by the indigent. The 
most spectacular thing in the field of n1ental health at this time was the striking 
off of chains by Phillippe Pinel, a French physician and mental hospital director 
who kept case records and realized the part played by extreme emotions in 
mental illness. Unfortuna tely, even after Pinel, chains were in evidence until 
only a few years ago. 
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In the United States, the mentally ill wandered about the community and 
were sold to people who would take them into their homes. "Care" in these 
"foster homes" was often, as discovered by Dorthea Dix, the 19th century 
reformer, most inhumane. 
The Pennsylvania Hospital in Philadelphia was opened in 1752 with 
facilities for the insane. Crowds would come to stare at the patients, until 
they were finally removed to a farm, where more humane treatment was pos-
sible. The oldest exclusively psychiatric hospital was built in Williamsburg, 
Virginia, and is still in operation as the Eastern State Hospital. 
The "total institution" was established in the first half of the 19th 
century to care for criminals, orphans, the mentally ill, and other social devi-
ants. Later the insane were locked up in asylums; others unable to function in 
society were put into jails, poorhouses, attics, prison, and the like; and sane 
people were expected to take care of themselves (Rossi, 1969). There was a 
sharp dichotomy between normal and deviant. The insane were thought to be 
sinners or biological misfits, and except for administration ahd physical care, 
they were neglected by all but the bravest of doctors. 
The term "mental hygiene" was first used in the title of a book by Dr. 
William Sweetzer in 1843 which described the effects of the emotions on the 
body . The public health movement in general was prominent in the mid-19th 
century. 
The "moral treatment," first advanced by Pinel, and in which the con-
dition was seen as arising from life experience, was common. Mental hospital 
superintendents preferred a family atmosphere. 
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From 1839 on, John Conolly had been able to demonstrate ... 
that total elimination of restraints was possible in a hospital where 
an atmosphere of kindness and interest in the patients was combined 
with programs of occupation, classes, recreation, and a high degree 
of medical and nursing skill.(Brand, 1968, p. 190) 
In 1876 the definition of mental hygiene of Dr. Gray, editor of the 
American Psychiatric Association Journal of Insanity, contained a sociological/ 
community emphasis. The role of social factors in the etiology of mental illness 
was recognized by Lightner Witmer, who established the Psychological Clinic 
in 1896 at the University of Pennsylvania, which concerned itself with the learn-
ing problems of school children. In 1885 Massachusetts established a policy of 
"boarding out" its patients in the community, and in 1914 the Massachusetts 
State Board of Insanity recommended an outreach approach for its hospitals, 
plus aftercare, family care, and mental hygiene to be provided by outpatient 
departments. 
However, there was little interest or training in psychiatry. Because of 
the population explosion, hospital populations under 250 were impossible and 
herding and mechanical and chemical restraints, rather than individual atten-
tion, prevailed. These institutions had small budgets, and mental illness was 
no longer seen as curable. The worst treatment is even now provided by the 
state hospitals, and unfortunately, Dorthea Dix, in her efforts to get the indigent 
insane out of the jails and poorhouses, was instrumental in the establishment of 
the state hospital system which cares for them today. 
Governmental responsibility for mental hygiene was shown in Europe in 
the late 1800's. It was at this time that the sanitary revolution brought modern 
public health into being in this country. 
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In 1896 there was a renewed interest in symptoms. The idea that man 
was the product of an environn1ent which could be changed caused some forward-
looking doctors to advocate mental hospitals in the community. The public 
health concepts of ear 1 y treatment and the health-illness continuum, as well as 
of keeping patients in the community, began to influence mental health. Pavilion 
F. of the Albany, New York hospital was established in 1902 and there was 
immediately interest from medical personnel. The interdisciplinary approach 
began to be developed. Charitable laywomen initiated psychiatric social work 
and aftercare, and Mary C. Jarrett helped define the role and training needs 
of the new profession. 
Second phase of the 
mental health revolution 
Krapelin introduced a classificatory system and Freud his psychoanalytic 
theories, with their emphasis on the unconscious and the early environment. 
It was believed that mental problems started in childhood and were an adapta-
tion to stress. 
The importance of the social environment, including the current situation 
of the patient as well as his life history, was stressed by Adolf Meye r . He was 
a pr oponen t of aftercare and emphasized the role of the community in mental 
health. In 1906 he became interested in prevention, feeling that social agencies 
and institutions such as school, church, and law-enforcement should coordinate 
into community mental hygiene districts. 
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Clifford Beers, a former mental patien t, knew of the wretched conditions 
in asylums and espoused prevention through education and the creation of mental 
hygiene societies. In 1908 he wrote The Mind That Found Itself; the Connecticut 
Society for Mental Hygiene was founded that same year, and in 1909 the National 
Committee for Mental Hygiene, since then renamed the National Association 
for Mental Health , was founded. The latter collected factual data until 1917 . 
Private foundations made factual surveys possible, and these were in turn used 
as the basis of action. 
A community clinic for children, called the Psychopathic Institute, was 
established in 1909. It was concerned with research as well as diagnosis. The 
interdisciplinary team was established in these childrens' clinics. Patients 
were referred to other agencies for treatment, but the clinic provided treat-
ment recommendations and consultation. 
Between 1910 and 1920 workers in mental health and social scientists 
began to show an interest in each others' fields and techniques. Social 
psychology began to develop. Psychoanalytic theory began to be used to explain 
sociological events. In 1919, the American Anthropological Association and the 
A me ric an Psychological Association held a joint meeting. In the 1930's anthro-
pologists were on the staffs of mental health centers, and in the 1940's they 
were collaborating with mental health workers in teaching and research. 
In 1920 three developments combined to give impetus to the community 
clinic movement: the child welfare movement, public awareness of the extent 
of mental illness due to "findings of military mental health personnel during 
World War I, " and the new-found effectiveness of the National Committee for 
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Mental Hygiene {Rossi, 1969, p. 13). As a result of these fo rces, and the 
moving together of social work and mental hygiene, the child guidance demon-
stration clinics of the early 1920's were established by the National Committee 
for Mental Hygiene and the Commonwealth Fund. Early aspirations were 
centered around education, that is, prevention; however, action was centered 
around treatment and rehabilitation. The focus of this treatment moved from 
the individual to the family. 
The third mental 
health revolution 
The third revolution in mental health was the penetration of the con-
cepts of public health into the field. The emphasis on prevention; early treat-
ment; treatment of all, regardless of wealth or status; and treatment in the com-
munity were some of these concepts. A result of this revolution was the 
appearance of community psychiatry, wh ich was "the marriage of the social 
and behavioral sciences" (Bellak, 1964, p. 203.J, and which was made possible 
by the development of the psychotropic drugs and the increased awareness in 
the community of psychiatric problems as a result of returning World War II 
veterans . 
Because of the war, mental health was seen as not just a humanitarian, 
but a national military and economic concern. Furthermore, when conscien-
tious objectors were put to work in psychiatric hospitals, they made the com-
munity aware of the wretched conditions therein. The Senate Subcommittee of 
Wartime Health Education recommended the creation and expansion of general 
community clinics. 
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Between 1930 and 1950 Europe had fami~y care, comprehensive pro-
grams, outpatient and voluntary treatment, aftercare~ community services, 
the end of locked wards and the beginning of patient responsibility, and day 
hospital s. Dr. Joshua Bierer did work in Europe in the 1940's at a time when 
physical treatment ,;as in vogue, in establishing community outpatient and 
partial care, aftercare, rehabilitation, and patient government on an experi-
mental basis. 
The World Health Organization endorsed community mental health 
services. 
In 1944 the United States Public Health Service was authorized to give 
grants-in-aid to individuals and to institutions to carry out research and the 
training of psychiatric personnel. "A Community Services Branch of the 
NIMH (National Institute of Mental Health) offered consultant services, field 
demonstrations, and grants-in-aid to assist state programs"(Brand, 1968, 
p. 33.) 
The use of drugs as a cure became widespread, but it was fou nd that 
years of heavy doses can result in dysninesia, causing loss of intellect and 
inability to communicate. A number of other physical "cures," including 
electroshock and prefronta lobotomy, have been used extensively in the 20th 
century, but are now becoming less frequent. Community care and volunteer 
programs increased with the use of tranquilizi.ng drugs. 
A variety of research and pilot demonstration projects 
on social interaction in mental hospitals, milieu therapy, socio-
physiological factors in treatment, [sic) alternatives to full - time 
hospital care, began to swell the literature in the United States on 
social psychiatry and community care. (Brand, 1968, p. 33) 
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Pilot day care programs and psychiatric services and rehabilitation came into 
evidence as well. 
The president of the American Psychiatric Association urged the 
liquidation of the mental hospital, but this dream could not begin to become 
reality until, in the 1950's, the states passed new "Community Mental Health 
Acts, " providing state grants to assist in the formation of local community 
mental health services. "The first comprehensive community mental health 
legislation wa s passed by New York State in 1954" (Vaughan, 1964, p. 388) . 
The Mental Health Study Act of 1955 "directed the setting up of a Joint 
Commission on Mental illness and Health to analyze and evaluate the needs 
and resources of the mentally ill in the United States and to make recommenda-
tions for a national mental health program" (Brand, 1968, p. 35 ). 
In 1956 Congress almost doubled its appropriation to the NIMH. In 
addition, Title V of the Health Amendment Act of 1956 (Public Law 911) 
"authorized the Surgeon General to make special Mental Health Project Grants 
to support the development of improved methods of care, treatment, and reha-
bilitation of the mentally ill" (Brand, 1968, p. 36). Funds for this rose with 
the years to $18,200,000. 
The Bureau of Mental Hygiene suggested in the 1950's that the goal be 
one clinic per 50, 000 people. In its Final Report in 1961, the Joint Commis-
sion on Mental illness repeated that suggestion in its recommendation that 
community care be available. It was also suggested that small state hospitals 
be used for acute (short-term) patients with major mental illnesses or for 
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long-term patients with good prognosis (good chance fo r recovery), and that 
small chronic (long-term) disease centers be used for the mentally as well as 
the physically ill. 
The Community Mental Health Centers Act of 1963 authorized funds for 
up to 2/3 of construction costs, and Public Law 89-105 authorized staffing 
grants for 3 years. "The Act became effective in 1964 and 245 centers were in 
operation by 1971" (Stubblebine, 1971, p. 912). 
Definition and Goals 
Most frequently it [the term comprehensive community mental 
health center} implies a program to provide to the people in its area 
a continuity of preventive, diagnositc, treatment, and after-care 
services--total needs of all persons with all types of psychiatric 
illness in the community. (Brand, 1968, p. 18-19) 
The comprehensive mental health center is also characterized by the 
team approach--where several mental health professionals work together--but 
it is the aspect of total care with continuity of services which divides the com-
prehensive center from earlier agencies which specialized , such as the 
childrens' clinics in the early 1900's. 
The five basic services necessary for a comprehensive center are, 
according to federa l guidelines: 
1. inpatient services 
2. outpatient services 
3. partial hospitalization 
4. emergency services 
5. consultation and education 
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Bellak (1964) adds diagnostic servi ces, rehabilitation, and foster ho me 
care to the list of desirable services. Differe nt author s have emphasized dif-
ferent aspects of comprehensive community mental health care. In the preface 
to the book which they edited, Williams and Ozar in (1968, p. xiii) stated: 
". . . mental health programs must develop forms of intervention in those as-
pects of community life that have demonstrable effects on mental disorders and 
mental health, but without becoming implicated in all aspects of 'social 
reform'." Nader (Nader on mental health centers, 1972) points out that a 
center too involved in the community risks antagonizing its sources of funds, 
so this cautious statement is perhaps the wisest approach to such involvement. 
Bellak (1964), Pasamanich (1968), and Stubblebine and Decker (1971) 
stress the importance of prevention; Yolles (1968) and Stubblebine and Decker 
that of continuity of care; Stubblebine and Decker that of responsiveness, 
acceptability , and accessibility to all; and Pasamanich that of short-term care 
and rehabilitation. 
A comparison of the compr ehensive community mental health center 
wi th the mental hospital may be seen in Table 1. 
Or ganization 
With so many differing opinions on the relative importance of different 
services, i t would seem somewhat difficult to organize a comprehensive com-
munity mental health to fulfill all of these goals. Yet there is some degree of 
agreement on the type of organization necessary. 
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Table 1. Contrasting types of mental health programs 
Variables 
1. No. of units 
2. Paths in 
and out 
3. "Metabolism'' 
4. Social 
organization 
5. Social 
definitions 
of mental 
illness 
6. Philosophies 
and practices 
of treatment 
The Custodial Asylum 
A single, isolated 
facility-- "all or 
none n 
In via courts and 
jails--paths out 
not clear. 
Accumulation of a 
core of chronic 
patients 
Authoritarian and 
feudal 
The mentally ill are 
radically different, 
dangerous, unpredic-
table-- mental illness 
is generally irrevers-
ible. 
Nothing can be done 
except give patients 
relatively decent 
custodial care--
even this is difficult, 
and crazy people don't 
know the difference 
anyway. 
(Adapted from Williams, 1964, pp. 344-345.) 
The Mental Health Center 
Several facilities for different 
needs, designed to provide 
comprehensive care, and lo-
cated in the community. 
Alternative paths leading to 
rehabilitation of the patient. 
Shorter stays--greater move-
ment and flow 
Democratic and "uni versalis-
ticn 
Mental and emotional disorders 
are simply the more extreme 
forms of problems of living 
faced by everyone--they can 
be helped. 
The etiology of mental dis-
orders is complex-- similarly, 
there are various treatment 
procedures- -many treatment 
programs must involve the 
family and community. 
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According to Stubblebine and Decker (1971, p. 914), centralized 
responsibility is necessary to assure continuity of care and a comprehensive 
(complete) range of services. County mental health boards may serve as 
the administrative bodies eligible for federal funding. Specific responsibility 
for the operation of the program should be delegated to a program director who 
is responsible for the center's administration and works with the program 
directors of the agencies affiliated with it. 
The importance of the administrative and organizational structures in 
determining the success of the clinic in delivering services are also stressed 
by Ozarin, Feldman, and Spacrer (1971) and Vaughan (1964). 
While the administration of the center is very important, of equal im-
portance are the elements included in the center's operation. Some of those 
which Vaughan (1964, p. 388) feels should be embraced by a mental health 
service are: 
1. the everyday life of the citizens 
2. research of pathology (illness) in the community 
3. helping resources in the community such as crisis lines, welfare 
agencies, sheltered workshops, and juvenile courts . . Dorken (1969, 
p . 130) feels that "proper integration and control of local services 
should have a preventive impact. Without it there is no solution. " 
4. "recruitment and education of future mental health professionals" 
5. inservice training (on-going training of the staff). 
However, Vaughan (1964, pp. 389 and 391) declares: 
Typically, the first order of business in developing a new 
community health program is to provide needed clinical services. 
. . . Ideally, the new clinical service will be viewed as just one 
element in a spectrum of services. . . . Lack of facilities as well 
as the nationwide lack of trained professional manpower points to 
the absolute necessity for local mental health administration to be 
concerned with training and recruitment programs. 
There has been much emphasis on the need for responsiveness and 
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flexibility in the comprehensive community mental health program (Williams, 
1968; Yolles, 1968). Certainly, the or-ganization of such a program should 
take into account these criticisms made in a report by Ralph Nader's Center 
for Study of Responsive Law: 
--The National Institute of Mental Health (NIMH) has been 
a full partner in the dumping of mental patients by state hospitals 
into nursing or foster homes where conditions are even worse, be-
cause its centers have neglected the hospitals' discharged patients. 
--Community mental health centers routinely exclude drug 
addicts, alcoholics, old people, children, ethnic and racial 
minorities and the poor. 
--Citizens have no legitimate voice in fiscal or program 
policy for the centers where community boards generally include 
charity-minded housewives, business men, lawyers, ministers, 
judges and professional persons whose main function is to raise 
money. (p. 1) 
Bertram S. Brown, current director of NIMH, feels that Nader's 
criticism will help in the process of productive change ("Nader: Program: is 
oversold," 1972). 
Another issue in the field is that of case-finding. One mental health 
tea1n providing help to children found it was not enough to offer help; they had 
to go out and coax people to get help and even bring them to appointments 
17 
(Mumford, Brown, and Kaufman, 1971). Williams (1968) suggests that more 
research is needed as to whether this is necessary or just accepting referrals 
from other persons and agencies is sufficient. Certainly it is true that many 
people who need help are afraid to seek it, and this should be a consideration in 
planning -..nental health services. 
Also important are the subjects of continuity and evaluation. According 
to Yolles (1968, p. 286): 
Of greatest importance, in our determination to provide for 
a continuity of care for each individual, is the concept of a staff 
which moves freely from one service component to another, as 
competence and necessity prescribes. And the records for each 
person . . . must also move with him . . .. 
Stubblebine (1971, p. 914) feels that the program director "must estab-
lish a system for evaluating the program in relation to the community mental 
health needs .... " Williams (1968) suggests short-term evaluation which 
is part of the program for ongoing administration needs as well as long-term 
independent formal research . 
Persons and Agencies Involved 
The next major question is, who are the people involved in a compre-
hens i ve community mental health center? First, there are a large assortment 
of professionals, non-professionals, and agencies, from psychiatrists, social 
workers, and sociologists to paraprofessionals, volunteers, and parents, to 
police, schools, and welfare departments (Bindman, 1969). 
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It is difficult to find enough professional people to staff all the mental 
health facilities. One major problem is the unfavorable comparison of agency 
salaries to earnings from private practice (Bellak, 1964). So more and more 
attention is being given to the possibility of using paraprofessionals, non-pro-
fessionals who are trained on the job. Bellak warns against the dangers of 
using poorly trained personnel, but Ozarin, Feldman, and Spacrer (1971) feel 
that manpower utilization is enhanced by the use of auxiliary mental health 
workers, and Stubblebine (1971) feels that the use of mental health workers 
trained on the job is good, provided they are backed up by proper training and 
professional availability and supervision. He adds that often paraprofessionals 
are better accepted by the patients. However, there should not be a tendency 
to deny skilled help to the poor clients. 
Vaughan reminds us that "mental health administration involves com-
munication and program coordination with many disparate elements in the 
community, which nevertheless have common mental health interests 11 
(1964, p. 392). According to him, "the nature of the cooperation and collabor-
ation in community mental health is probably best described as a 'partnership', 11 
in which the autonomous parties involved have peer relationships with each 
other. 
"The community mental health program ... necessarily should involve 
all persons whose work and responsibilities are instrumental in affecting the 
life of individuals, families, groups, institutions, and agencies'' (Vaughan, 
1964' pp. 389-390). 
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Informing and orienting the community leaders regarding 
the positive value of well-supported mental health services to the 
community is a continuous job, never completed. The only persons 
who can do this vital job ... are our trained mental health profes-
sionals themselves. (Vaughan, 1964, p. 391) 
Also 11citizen participation is vital for community support and program 
planning," according to Ozarin, Feldman, and Spacrer (1971, p. 912). 
Stubblebine and Decker (1971, p. 914- 915) further add: 
Experience has shown that the best center program is one in 
which the community is involved .... This communication can be 
achieved in a variety of ways including interaction with other 
social institutions [and] citizen groups. This process may be 
formalized through the use of a citizens' advisory council . . . 
(:) elected representatives . . . [or} open public hearings at 
which the center's plans, programs, and ... problems are 
presented. 
It is important to obtain the voice of the less influential members of the 
community. 
CHAPTER III 
NEED 
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Who in Northern Utah needs the proposed service? Juvenile delinquents, 
the poverty-stricken, children, suicides, married people, drug addicts, 
alcoholics, neurotics, and psychotics can all make use of it. 
How much evidence is there that Cache Valley has a significant number 
of troubled citizens? Comparisons of this area with the rest of the state show 
a low rate of social disorder and a below average number of psychiatric 
admissions. However, 2 per cent of school-age children have psychological 
disturbances disruptive to their schooling, and there has been a notable 
increase of drug and alcohol use by youth (Fifield, 1971, 2nd draft). There is 
also a significant incidence of juvenile offenseso In addition, the Intern1ountain 
Indian School students have shown significant adjustment problems, while 
university students are also a high risk category (Winquist, 1971, 3rd draft). 
(See Appendix A, p. 61 for further information.) 
CHAPTER IV 
PRESENT SERVICES 
Organizations 
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Services presently a vail able in or used by Cache Valley are: public 
health nurses, Utah State University (U.S. U.) Help Line, Cache Opportunity 
Center, Family Services (Welfare), U oS. U. Counseling and Testing Department, 
junior high and high school counselors, the Latter Day Saints (L.DoS.) Church's 
Social Service Program, professionals in Logan, the ex-mental patients' group, 
Recover, Inc., Utah State Hospital (Provo), and the Northern Utah Mental Health 
Clinic. The chief problem with these excellent services is that they are neither 
sufficiently extensive nor coordinated to serve the population. 
Types of Services 
In-patient services 
An in-patient service is characterized by a stay in a hospital or other 
institution. 
Consulting Ogden psychiatrists as well as local physicians may hospit-
alize patients in local hospitals. However, the major in-patient facility is the 
State Hospital in Provo, which has the disadvantage of being 120 miles from the 
patient's home community. 
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Emergency services 
Emergency service must be quickly available to the patient and includes 
counseling, sometimes provided through the telephone, and inpatient hospital-
ization. 
The Northern Utah Mental Health Clinic makes emergency service 
available during office hours plus occasional after hours requests by physicians. 
Emergency hospitalization is available at the L. D. S. Hospital in Logan 
and the State Hospital in Provo. Some patients are transferred to Ogden or 
Salt Lake hospitals for inpatient care. 
"Attorneys, law enforcement officials, and other such personnel call 
upon local physicians and consulting psychiatrists to assist in handling emer-
gency mental health situations'' (Fifield, 1971, p. 33). 
Utah State University Help Line handles emergency telephone calls and 
makes emergency referrals. 
Outpatient services 
Wbile receiving outpatient services, the patient lives in his own home 
and works or studies as usual, while seeing a therapist at intervals. 
The various private, public school, and university counselors as well 
as Family Services provide outpatient counseling. However, the most signifi-
cant outpatient service is the Northern Utah Mental Health Clinic, which em-
ploys: one part-time psychiatrist who comes twice a month; one Ph. D. 
psychologist; one Ed. D. counseling psychologist; one Ph. D. clinical psycho-
logist; and four social workers, two with M.S. W. 's, all of whom work for the 
23 
clinic one evening a week; and one full-time Program Director who is currently 
doing graduate work in counseling and testing. 
Most of the counseling is individual or family therapy; however, play 
therapy, group therapy, after care, and marriage counseling are utilized. The 
clinic receives referrals from physicians, school personnel, welfare, courts, 
and Vocational Rehabilitation as well as self-referrals. 
Utah State Hospital has brief follow-up contacts, but has little coordin-
ation with the clinic in this. 
The Veterans Administration Hospital in Salt Lake City provides out-
patient service for veterans, plus a somewhat sporadic and informal follow-up 
service. 
Partial hospitalization 
While receiving partial hospitalization care, the patient spends a sig-
nificant part of his time inside a hospital or other institution, or perhaps in the 
center itself, but generally lives and works as usual. 
The State Hospital and other community mental health centers are the 
only sources for partial hospitalization programs. Cache County Schools have 
classes for the emotionally disturbed and mentally retarded. 
Education and consultation 
Education and consultation are provided for non-mental health profes-
sionals and communities to help them better understand mental health and deal 
with the mentally ill. Consultation is also provided among mental health team 
members who specialize in different areas of mental health. 
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Educational services are provided on a volunteer basis by the Northern 
Utah Mental Health Clinic Director and U.S. U. staff members. 
The clinic staff consult with teachers, counselors, schools, juvenile 
authorities, physicians, and the local office of the Utah Division of Family 
Services. 
Training 
As pointed out by Vaughan, 1964, manpower training is absolutely 
essential. 
U.S. U 0 provides many excellent training programs on both the masters 
and doctoral level; however, except for teachers of the emotionally disturbed, 
practicums (that is, practical experience programs) have not been available 
in Northern Utah. 
Research and evaluation 
Research and evaluation are necessary to discover whether a mental 
health program is adequately meeting the mental health needs of the community. 
There is no systematic evaluation and research; furthermore, there are not 
even adequate records available of the success of the current clinic. The 
primary existing surveys are some done by graduate students at U. SoU. and 
the Utah Comprehensive Mental Health Plan of 1965. 
Continuity of care 
Continuity within each service and between one service and another 
is important to insure effectiveness of treatment. 
At present, records are not always available and services are 
uncoordinated. 
Special services 
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Follow-up. This is an important service which involves seeing that the 
ex-patient is still adjusting well after terminating treatment. 
Three members of the staff from the Southern Utah Unit at the State 
Hospital come to Brigham City and Logan one day a month to sit in on staff 
meetings with mental health professionals from the two cities, provide follow-
up services, and give information on the progress of area patients in the hos-
pi tal. 
Alcoholism. The Veterans Administration Hospital in Salt Lake City 
is the only inpatient facility, which Alcoholics Anonymous is the only service 
in Region I. A referral system is needed. 
Drug abuse. The Northern Utah Mental Health Clinic does some work 
with drug addicts. The Box Elder Committee on Drug Abuse, utilizing 
psychology graduate students from U .SoU., sponsors one-night-a-week group 
sessions; however, sufficient services, outreach, and follow-up are lacking. 
Youth. The Cache Opportunity Center provides a recreational center as 
well as sympathetic personnel, most of whom are training in the mental health 
professions. 
Sheltered workshops. These are important in getting an institution-
alized patient back into the work world. None are now available. 
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CHAPTER V 
HISTORY OF THE PROPOSED MENTAL 
HEALTH SERVICE 
As early as 1956, the Utah Association for Mental Health prepared 
legislation for an Advisory Council for mental health programs. It died in a 
legislative committee, but subsequently two committees concerned with mental 
health--the Governor's Committee on Defective Delinquents and Agressive Sex 
.. 
Offenders, and the Governor's Co-ordinating and Advisory Committee on 
Mental Health--were appointed by the governor. Later a bill supporting local 
development of mental health programs was drafted with the leadership of the 
Association. After much opposition and reworking, the bill was finally 
passed by the legislature in 1961 (Goates, 1965). 
In 1963, President Kennedy made available $355 million for mental 
health services in areas of 72,000 people. In order to meet this population 
requirement, Governor Hampton grouped Cache with Box Elder and Rich 
counties. 
Also in 1963, about 300 people were called together in the U.S. U. 
Forestry- Zoology auditorium to hear the Mental Health Dire cor, Dr. Reed 
Andrus, and the head of the Psychiatric Department, University of Utah, Dr. 
Rardon Branch, explain eligibility for the funds. The Cache County Commis-
sioners were not among the 400 who attended, according to Miram Parkinson's 
Chronology. 
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The commissioners were approached and a volunteer advisory board 
set up which gathered a paper of needs and turned them in to the commissioners. 
Nothing was done and the board was dissolved. A second advisory board met 
twice and was dissolved. 
According to Mrs. Parkinson, in 1969 the Mental Health Association 
members once more called a community meeting. Because there had been a 
rash of suicides in the last six weeks, Dr. Paul Stowell had been asked to 
research the number of attempted suicides admitted to Logan L. Do S. Hospital 
in the previous two years, and this report was presented to the group. Neither 
the Cache County commissioners nor the Health Director attended. 
The commissioners, according to Mrs. Parkinson, agreed to consult 
with Box Elder County. After having the funding and the program explained to 
them both through Mental Health Association literature and by Dr. Wilfred 
Higashi, state director of the Division of Mental Health, the nine co1nmissioners 
met at a luncheon in November of 1969 and decided that there was a need for 
something to be done. 
In September of 1969 Dr. Marvin Fifiled, who had earlier written 
successful proposals, accepted a request by the Cache County-Box Elder 
Mental Health Association that we write a proposal for a Region I comprehensive 
community mental health center. A committee was appointed which included Dr. 
Bertoch of the U oS. U. psychology department, chariman Heber Sharp, Program 
Director of the Northern Utah Mental Health Clinic, Glen Winslow of Family 
Services, Nile Meservy of the U.S. U 0 Social Work department, and Mrs. Carol 
Clay. 
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The Cache County- Box Elder Mental Health Association committee sub-
mitted a first draft of their proposal to the county commissioners and community 
people in April 1960 (Fifield, 1972). They requested that the commissioners ap-
point an advisory committee dealing with the mental health topic. In June of 
1960, Dr. Merrill Daines, then Cache County Public Health Administrator, ap-
pointed such a committee. It was asked as one of its duties to prepare a pro-
posal for a comprehensive mental health clinic. The members of this committee 
were Mrs. Parkinson; Attorney Lyle Hillyard; Mr. Heber Sharp; Dr. Jack 
Johnson from Tremonton; and Dr. Paul Stowell, Chairman. Dr. Daines recalls 
making this appointment (Daines, 1972); however, Commissioner Hyde maintains 
that the proposal was written without authority from the commissioners, who 
authorized the committee's appointment according to the appointing letter (Hyde, 
1972; see also the appointing letter, Appendix B, p. 7'0). 
The commissioners apparently were really not ready for the afore-
mentioned proposal (Hyde, 1972). They asked again to discuss it with Box 
Elder. After discussion with Dr. Daines, Dr. Workman, Dr. Bertoch, and Dr. 
Emmett, the commissioners asked for a rough draft so that they could see what 
it was all about. Mr. Hyde, at a Mental Health Association meeting, told them 
that now was the time to begin (Parkinson Chronology). 
Two drafts were made and suomitted to various professionals and lay 
people and to both Cache and Box Elder Counties for suggestions (Parkinson). 
The committee met five times to revise the first draft, which Dr. Fifield re-
wrote as a second draft and submitted to the committee on January 5, 1971. 
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Dr. Higashi also saw the plan and apparently had several criticisms. According 
to Mr. Hyde the plan was too elaborate; according to Dr. Fifield, it was too 
small (Hyde, 1972; Fifield, 1972). In a letter to the author (1972), Dr. Higashi 
made no comments about the size per se of Dr. Fifield 1 s plan: 
It was viewed as a good beginning but needed further work on 
community organization and in firming up contracts, with the hospital 
for inpatient services for instance. It did seem to rely heavily upon 
psychological services in the schools. It needed a broader base for 
community services. 
We feel that both consultative and direct services are desir-
able. The Board of Mental Health has a policy that at least 50 per 
cent of a mental health professional 1 s time should be spent in pre-
vention which includes consultation with other community, social 
and educational services personnel. (p. 1) 
Mr. Sharp felt the proposal was too extensive and withdrew from the 
committee (Dr. Fifield, 1972). Apparently he felt that his suggestions had not 
received sufficient consideration (Sharp, 1972). He even suggested to the com-
missioners and to the committee that he write another plan, but the commis-
sioners felt that feelings were at such a high pitch that it would be better to 
bring in someone from outside the area (Sharp , 1972; Parkinson, Chronology; 
and Fifield, 1972 ). Dr. Fifield (1972) felt that the commissioners should have 
been n1ore involved in the original plan. Tl,e task of informing them, he men-
Lioned, had been assigned to Mr. Sharp. 
A public meeting was called in February of 1971 with the tri-county com-
missioners, and the second draft was presented and submitted for suggestions. 
It \\':lS nci ther aecepted nor rejected, but individual members thought that the 
$:~55, KOO proposal was too big (Fifield, 1972). Mr. Sharp wished for more 
el inical and fewer outreach services. The committee indicated that the grant 
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could be cut (Dr. Winquist later considered ways that it m ight be reduced 
(1971))--and in fact, Commissioner Hyde told the author he did not see why this 
could not have been done (Hyde, 1972)--but the matter was dropped. 
According to Mrs. Parkinson, Jhe proposal was presented in March to 
an audience of community people and unanimously endorsed. 
The Advisory Committee received a letter stating that the tri-county com-
missioners had held a closed-door meeting with Dr. Higashi, Mr. Sharp, and 
Dr. Daines, without informing the committee. The members of the committee 
talked with Governor Hampton, who agreed there should not have been a closed-
door meeting, and who also met with the Box Elder County commissioners, as 
he felt that the tri-county commissioners were having a hard time getting to-
gether (Parkinson, Chronology). The committee was formally disbanded on 
September 8, 1971, because of personal differences and replaced by a board of 
health under the newly reorganized Bear River District Health Department (see 
letter, Appendix B, p. 71). 
In the fall of 1971, a Mental Health Specialist was appointed for the area, 
with salary to be paid by the State Divis ion of Mental Health, and travel expenses 
and housing by the commissioners. This specialist, Mr. Kenneth Kleven, 
A. C. S. W., is presently working on a $502, 776 proposal to be presented to the 
federal government in September. 
By this time the Mental Health Association apparently despaired of get-
ting a tri-county program. According to the Herald Journal ("Officials Okay 
Fund Transfer," 1972), the commissioners agreed to return to the United Fund 
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some $4,776. 17 which they had received through the Cache Mental Health 
Association. This money had been left with the commissioners to help with the 
proposed Comprehensive Community Mental Health Center. According to the 
Mental Health Association's response to the investigation into the funds (1972), 
they now felt that the money should be used for a Cache County comprehensive 
center. 
In the meantime, Commissioner Hyde ·showed much enthusiasm for 
Kleven's proposal in the Herald Journal article of June 4, 1972 (Christensen, 
1972e). A board had been set up to formulate plans for the center with Mr. 
Hyde as a member and Noble Chambers as chairman. The letter of intent to 
apply for funds was approved by the Bear River Association of Governments on 
July 26, 1972 (Morgan, 1972), although apparently with some reservations and 
only "after considerable discussion and after receiving assurance from Kenneth 
Kleven, who drew up the plan, that the entire proposal could be reviewed when 
it comes up for funding in from 12 to 18 months"(p. 1). 
Unfortunately, further setbacks slowed down the application for funding. 
The region had its designation as a poverty area, and consequently, some of its 
funding, taken away. Mr. Kleven revised the budget downward. After having 
the plan approved on the state and local level, he planned to submit it to the 
nearest regional branch office of NIMH and the Department of Health , Education, 
and Welfare in Denver, at the end of November, 1972. (The discussion of Mr. 
Kleven's plan in this work is based on the unrevised plan.) 
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CHAPTER VI 
DRo FIFIELD'S PROPOSAL 
Organization 
The proposed mental health center would be controlled by the five-
member Executive Board of a twelve-man Board of Directors. Five of the 
latter would be appointed by the tri-county commissioners, and the remaining 
seven would be appointed by the original five in such a manner that they would 
represent various comn1unity elements and be composed of over 50 per cent non-
mental health professionals. Under the Board would be the Comprehensive 
Mental Health Program Director, and under him the Clinical Director, a psy .... 
chiatrist, who would head the emergency and in-patient services; the Psycho-
Educational Director, who would head the partial hospitalization and training 
service s; and the Social Service Director, who would share in the operation 
of the in-patient services. 
The proposed center would be housed in two residential centers, one in 
Logan and one in Brigham City, and one satellite center in Tremonton, and 
would be supplemented by a mobile therapeutic and diagnostic team. 
Staff 
The staff were to be divided up in the following way: one Clinical Di-
rector, one Psycho- Educational Director, one clinical psychologist, one social 
33 
worker, one one-fifth time medical doctor (M.D.), one Business Manager , one 
Mental Health Coordinator, one Director of Volunteers, one Senior Secretary, 
and two secretary receptionists in the Logan center; one Social Service Director, 
one half-time Psychiatric Service Director, one clinical psychologist, one one-
fifth time medical doctor (M. Do), one Mental Health Coordinator, one Director 
of Volunteers, one Senior Secretary, and one secretary receptionist in the 
Brigham City center; one occupational therapist with six graduate assistants in 
psychology and special education; one Clinical Director (a psychiatrist), one 
registered nurse (R.N.) and three licensed practical nurses (L.P.N. 's) in the 
Logan L.D.S. Hospital; one half-time Psychiatric Service Director, one RoNa 
and two L. Po N. 'sin the Cooley Memorial Hospital (Brigham City); one school 
psychologist and six educational therapists for the Logan and Cache County 
school districts; one school psychologist and two educational therapists in the 
Box Elder County school district; and one educational therapist for the Inter-
mountain Indian School. Members from both the Logan and Brigham City 
centers would make up the mobile team. 
Proposed Services 
In-patient services 
Mental patients would have priority over four to five beds at the Logan 
L. D. So Hospital and two beds at the Cooley Memorial Hospital in Brigham City. 
Short-term (10 day) care could be based here; long-term care would be provided 
by the State Hospital. 
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The staff would be composed of R.No 'sand L.P. N's with some background 
and training in psychiatric care; the therapeutic team (consisting of representa-
tives of psychiatry, social work, nursing, psychiatric nursing, psychology, and 
activity therapy) from the local mental health center; and the Clinical Director, 
who would assume psychiatric direction and medical responsibility. 
Therapeutic modalities would consist of individual and group psychother-
apy, chemo-therapy, milieu-therapy, occupational therapy, and family counsel-
ing. Day care activities and di versional therapy would be conducted in the local 
mental health clinics. 
In addition, patients would be exposed to cultural events, movies, and 
recreational facilities in the community. 
The psychiatrist would have staffing privileges at the hospitals and 
would follow patients referred for in-patient treatment and refer them to other 
elements of service as needed. 
Regular interdisciplinary conferences and weekly conferences on patient 
care would be held. 
Emergency services 
The Clinical Director and Director of Psychiatric Services would be in 
charge of the emergency service, and would be on twenty-four hour call to ad-
n1it patients. In-service training would be held for hospital and clinic staff, as 
well as other professionals who deal with emergency cases. 
Twenty-four hour calling services would be available through the centers, 
and a twenty-four hour emergency service would be provided by the affiliated 
hospitals. 
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One staff member would be on call (on a rotational basis) for emergency 
patients. An emergency patient would be brought to the clinic, referred to a 
psychiatrist, and admitted to the hospital psychiatric unit. Routine evaluation 
would take place after resolution of the emergency situation. 
Outpatient services 
The outpatient service would operate out of the too centers, the satellite 
center, and public facilities provided for the mobile team. 
The staff would first interview the patient and family; then hold a screen-
ing staffing where a psychiatrist, psychologist, and social worker would decide 
on needed diagnostic services; and, finally, hold a staffing where the treatment 
plan would be forn1ulated. 
In-service training would be held. 
Services available would be: diagnosis, evaluation, home visits, individ-
ual and group psychotherapy, medication regulation, play therapy, and family 
counseling. 
Partial hospitalization 
Two types of partial hospitalization would be available; day and night 
care for adults, and the school program for children. 
The Logan and Brigham City centers would provide day care, with the 
hospitals providing night and weekend care plus medical services. Remote 
areas would use nursing homes, boarding homes, schools, etc. 
Therapy modalities available would be: n1ilieu-therapy, nurse-patient 
relationship therapy, activity (occupational/recreational) therapy, social 
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services to the family, group and individual psychotherapy, nursing, and 
physical therapy. Tie-ins with other agencies would provide a wider range of 
therapy plus vocational rehabilitiation. 
The children would have access to diagnostic and other center services 
as well as a five day a week special education program. Parents would be en-
couraged to engage in center services. Classrooms would be provided by 
the school districts. 
Education and consultation 
The entire professional staff as well as the Advisory Board would help 
in educating the community. 
Consultation would include assisting various professionals to recognize 
symptoms of mental illness, case consultation, and preventive consultation for 
the high-risk groups: Indians, U. SoU o and public school students. The edu-
cational therapists, psycho-educational director, and school psychologists 
would be involved in this. 
The program would also intermesh its educational programs with the 
university and would be involved with volunteer programs and the Cache and Box 
Elder County Mental Health Association. 
Training 
In addition to volunteer training, the program would offer four aide-
internships to third and fourth year psychology students and three aide-intern-
ships to graduate students in clinical teaching and educational therapy of 
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emotionally disturbed children. These would be supervised by both the clinic 
staff and the university. 
Research and evaluation 
Research would be done by the clinical psychologists, outside agencies, 
and graduate students along these lines: 
1. evaluationof treatment and services: effectiveness, cost, etc. 
2. effectiveness of in-service training and consultation 
3. effectiveness of public relations and serving of community needs. 
Special services 
Initially the staff would consult and coordinate with existing drug abuse, 
alcoholism, and suicide services. 
Continuity of Care 
The following characteristics of this service would guarantee continuity 
of care: 
1. the delegation of responsibility to a single director and board 
2. the admission of patients and overseeing of all elements of service 
by the Clinical Director and the Chief of Psychiatric Services 
3. in- service training 
4. joint staff meetings 
5. rotation of mobile staff 
6. overlap of staff responsibilities 
7. sharing of secretarial assistance 
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8. access of referring physicians to medical records and to participation 
in treatment 
9. access of referring physicians to medical records and to partici-
pation in treatment 
10. keeping duplicates of data where needed. 
Financing 
Financing would be obtained from federal, state, and local sources as 
well as from patients' fees based on a sliding scale of ability to pay. 
CHAPTER VII 
COMPARISON OF THE FIFIELD 
AND KLEVEN PROPOSALS 
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There are several points at which we might compare the proposals sub-
mitted by Dr. Fifield and Mr. Kleven. We shall start with differences in the 
administrative structure and continue through the various parts of the plans, 
comparing as we go. 
Admin is tra tion 
As you will recall, in Fifield's plan the administrative structure was 
composed of a Board of Directors, five of which were appointed by the county 
comn1issioner s, and its Executive Board; the Comprehensive Mental Health 
Program Director; and the Clinical, Social Service, and Psycho-Educational 
Directors. 
In Kleven's plan the administrative structure is composed of the Mental 
Health Authority (the County Commissioners); the Bear River District Board 
and its Mental Health Advisory Council; an Executive Director; the Clinical 
Director; the two team leaders; and the Consumer and Youth Advisory Com-
mittees. 
The chief difference thus far in the plans is that in Kleven's there ap-
pears to be a n1ore direct control by the commissioners. It is also set up to 
40 
utilize established channels (which probably were not available at the time the 
earlier plan was written). Both plans have a definite chain of command, with 
a single Program/Executive Director, and both have community input (the first 
plan's is through its Board of Directors, which is supposed to be representative 
of the community). 
Staff 
As one can see in Table 2, there would be some differences in staff. 
In fact, there is more of a difference than is apparent in the Table, because 
Fifield's plan provides for additional staff members to those presented: an 
occupational therapist and six graduate assistants (whereas Kleven mentions 
an unspecified number of student trainees); the psychiatrists, registered 
nurses, and licensed practical nurses necessary to staff the psychiatric beds in 
the hospitals; and the school psychologists and educational therapists to carry 
out his special education program. 
In sum, Dr. Fifield provides for a total of thirty-two full-time and 
five part-time employees, plus six graduate assistants, as compared to the 
thirty-three staff members proposed by Mr. Kleven. In addition, Mr. Kleven 
specifies a "career ladder" whereby the paraprofessional staff may advance to 
higher positions. 
Table 2. Proposed staff 
Fifield's plan 
1. clinical director, psychiatrist 
2. psycho-educational director, 
M.S. or Ph. D. psychologist 
3. clinical psychologist, M.S. or 
Ph.D. 
4. social worker 
5. 1/4 M.D. 
6. business manager 
7. mental health coordinator 
(graduate training) 
8. director of volunteers 
9. senior secretary 
10. 2 secretary-receptionists 
11. 
12. 
13. 
Logan 
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Kleven's plan 
clinical director, psychiatrist 
2 1/2 psychologists (M. S9 & Ph. D.) 
2 1/2 psychiatric social workers 
3 mental health nurses (M.S. R.N .. , 
B.S.H.N., R.N.) 
business manager 
2 mental health workers (high 
school +skills in relating) 
executive secretary 
1 receptionist-secretary 
1 business secretary 
2 secretaries 
medical records administrator 
social service worker (B .. S.) 
recreation therapist 
Brigham City 
1. 1/ 2 psychiatric service director 
2. clinical psychologist 
3. social service director (M.S. W.) 
4. director of volunteers 
5. senior secretary 
G. secretary-receptionist 
7. 
8 . 
9. mental health coordinator 
10. 1/ 5 M.D. 
p sychia tri s t 
2 psychologists (M.S. and Ph. D.) 
psychiatric social worker 
coordinator of volunteer services 
receptionist-secretary 
secretary 
mental health nurse 
social service worker (B.S.) 
2 mental health workers 
(Information from Fifield, 1971, and Kleven, 1972.) 
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Proposed Services 
Inpatient services 
Both programs would use local hospitals for their inpatient programs, 
although Mr. Kleven's plan does not utilize the Cooley Memorial Hospital in 
Brigham City. Dr. Fifield's plan provides for staff with some psychiatric 
background hired by the mental health center in the hospitals; Kleven would use 
hospital personnel. 
Dr. Fifield mentions cultural events, movies, and recreation in 
the community as therapeutic possibilities for inpatients, while Mr. Kleven 
mentions behavior modification, a form of therapy that involves re-training 
the patient's bizarre behavior without trying to solve his emotional problems. 
Mr. Kleven positively bans electroshock, a mode of treatment about which there 
is little scientific knowledge, but which is commonly used in cases of deep 
depression. 
Emergency services 
Both plans call for a twenty-four hour emergency service. In Fifield's 
plan one center staff member would always be on call, as would the clinical 
director and the director of psychiatric services in order to admit patients. 
Kleven's plan involves providing consultation for and accepting referrals 
from Help Line in Logan and the Listening Post in Brigham City, the two exist-
ing emergency telephone services. An attempt will be made to involve people 
close to the patient, such as friends and relatives-- "significant others, 11 in 
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sociological parlance. (One criticism of this idea might be that when someone 
uses a telephone counseling service, it is usually to preserve his anonymity. 
Most likely he wishes to keep his problem secret from his significant others.) 
Outpatient 
You will recall that Dr. Fifield's outpatient plan was to be operated from 
one center in Logan, one in Brigham City, and a satellite center in Tremonton. 
Mr. Kleven's plan also contains the two-center idea, but classifies Tremonton 
among the outreach community. (However, we should note here that Dr. 
Fifield's plan provides for no permanent staff for the Tremonton center. ) 
Both plans provide for an outreach service to outlying communities. In Mr. 
Kleven's plan this would include outreach to the schools, as he has no permanent 
staff assigned to them. However, while Dr. Fifield's outreach team would be 
diagnostic and therapeutic, Mr. Kleven's would be mainly consultational and 
educational. 
Therapeutic modalities are essentially the same, except that Mr. Kleven 
includes drop-in problem-solving groups, which would seem to mean that the 
patient could attend such groups whenever he had a problem. 
Admission procedures under Fifield's plan are rather complex. First 
there is an interview with the patient and his family by any of the professional 
staff; then a screening staffing conducted by a psychiatrist, psychologist, and 
a social worker, who would decide on the needed diagnostic procedures; then, 
after evaluation, staffing would be held to formulate a treatment plan. As I 
understand it, all patients would be admitted by the Clinical Director and the 
Chief of Psychiatric Services. 
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In Kleven's plan, admission may occur through any unit. A "responsible 
therapist" is assigned who evaluates the needs of the patient and takes action. 
Next the case is staffed by the team (whose members are unspecified) and the 
services are given. All patient movement is coordinated by the "responsible 
therapist. " 
Partial care 
Although Dr. Fifield mentions both the hospitals, for evening and week-
end care, and the two centers, for day care and diversional therapy, Mr. Kleven 
mentions only the two centers as locations for partial care. 
One assumes that Dr. Fifield's team approach would be used in partial 
care as in other services, while Mr. Kleven's plan calls for the recreational 
therapist, volunteers and paraprofessionals to come into play in this service. 
Of course, Dr. Fifield's plan includes one extra service which he labels as par-
tial care: the educational therapy program, with its staff of school psychologists 
and educational therapists. 
Education and consultation 
In Dr. Fifield's plan, consultation would be given to professionals and 
to the students at the Intermountain Indian School, U 0 S 0 U. , and the public 
schools. In addition, the program would be involved with volunteer programs 
a nd work with the local Mental Health Associations. It would use University 
facilities for its educational programs. 
In Mr. Kleven's plan, education and consultation will be coordinated by 
the two team leaders. Other agencies will be influenced to aid in mental illness 
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prevention. Specifically, there will be a paraprofessional youth worker at the 
Cache Opportunity Center, plus the available services of the recreational thera-
pist, a nurse, and a psychiatrist, plus even~ rap sessions with the Opportunity 
Center staff; and special consultational services to the schools, law enforcement 
programs, physicians, and welfare and health personnel. 
There will be special educational programs designed to meet low-income 
people; and the educational program as a whole will utilize a wide variety of 
n1edia, such as: workshops, seminars, lecture series, newspaper articles, 
pamphlets, and direct services. 
Training 
Dr. Fifield's plan provides for both volunteers and aide-internships--
the latter both for graduate and under-graduate students. Mr. Kleven's plan 
provides for the training of interns and residents, both graduate and under-
graduate. 
Research and evaluation 
According to Dr. Fifield's plan, the research and evaluation would be 
done by the clinical psychologist, outside agencies, and graduate students, 
while according to Kleven's plan it will be done by a team consisting of a Ph. D. 
psychologist, a social worker, and a social service worker, as well as by 
students and trainees. As one can see in Table 3, both plans would involve 
research on the effectiveness of treatment; the effectiveness of in- service 
training and consultation; and community needs. 
Table 3. Proposed research topics 
Dr. Fifield 
1. evaluation of treatment and 
services 
2. effectiveness of in-service 
training and consultation 
1. 
2. 
3. 
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Mr. Kleven 
treatment 
preventive education and 
consultation 
using existing knowledge 
3. effectiveness of public 
relations and serving 
community needs 
4. cultural factors and mental 
illness 
5. type and amount of problems in 
area 
6. community needs 
7. in-service training and staff 
development 
8. continuity 
9. administration 
(Information from Fifield, 1971, and Kleven, 1972.) 
Special services 
Dr. Fifield does not really allow for special services in his budget; 
rather, his program would coordinate with existing alcoholism, suicide, and 
drug abuse programs. 
Mr. Kleven, on the other hand, specifies these special services: 
Alcoholism. The center will coordinate services with the alcoholic 
rehabilitiation program planned by the Bear River Council on Alcoholism and 
the State Division of Alcoholism and Drugs. It will provide consultation to the 
proposed alcoholism staff, and share a public education program and possibly 
research. In addition, prevention will be stressed through the schools. And 
of course alcoholics may use regular center services. 
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Drug addiction. A public education campaign will be conducted. In 
addition, regular services will be available to the addict. He will be motivated 
to discontinue drug use. 
The elderly. There will be one advocate for the elderly in each center 
Services to the aged will include emergency services 
such as home visits, night sitters, medical evaluations, social-
ization groups, individual and family therapy, partial hospital-
ization, inpatient care, consultation to families, friends, and 
agencies, and other like services. (Kleven, 1971, p. 50) 
Children. Consultational and educational services will be given to 
schools, P. T .. A .. 's, physicians, and youth groups. Play therapy will be 
utilized, along with educational study groups. Community agencies will be 
worked with. 
Continuity of services 
As one can see in Table 4, there are many similarities in the aspects 
of the two programs which provide for continuity. 
Affiliated Groups 
Although both plans provide for affiliation with various professionals 
and professional agencies, such as physicians, Utah State Hospital, and Family 
Services, Mr. Kleven also provides for affiliation with the Migrant Council. 
It is of importance to involve the poor, as all mental illness, in whatever in-
come bracket, is a detriment to the community as a whole. 
Table 4. Continuity 
Dr. Fifield's plan 
admission of all patients and over-
seeing of all services by clinical 
director and chief of psychiatric 
services 
overlap of responsibilities; 
rotation of mobile staff 
duplicates of data where needed 
access of staff to all records 
single director and board 
joint staff meetings 
in-service training 
sharing of secretarial 
assistance 
access of referring physicians 
to records and treatment 
participation 
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Mr. Kleven's plan 
the "team" and the "responsible 
therapist" 
all staff involved in all services 
short patient card for each service 
one record per patient moved as 
needed 
single director and chain of com:-
mand 
general staff meetings 
staff development 
access of physicans to treatment 
participation, with center super-
vision 
(Information from Fifield, 1971, and Kleven, 1972.) 
Cost 
Although both programs would involve the same type of federal, state, 
and local funds combined with patient fees on a sliding scale based on ability to 
pay, there is a significant difference in the cost of the two programs. You may 
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recall that while the cost of Dr. Fifield's program was $355, 800; the first 
year budget of Mr. Kleven's program is estimated at $502, 776. 
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CHAPTER VIII 
TIMPANOGOS COMMUNITY MENTAL HEALTH CENTER 
Introduction 
As wAs mentioned in the introduction, we would like to compare both of 
the proposed centers to one actually in operation. The Timpanogos Community 
Mental Health Center, located in Provo, Utah, and serving Region IV (Utah, 
Juab, and Wasatch counties), was the first center of its kind to be founded in 
this state, and is probably the most comprehensive. For these reasons it 
seemed appropriate to use in the comparison. 
Physical F~ilities 
As one goes into the Timpanogos Mental Health Center, on the r ight of 
the spacious reception lounge are the receptionists' desks, the administrative 
office, staff offices, and a group therapy room. To the left are a large audi-
torium/gymnasium, the art/craft work area, a medical examining room , a 
kitchen, and the patients' lounge. 
Services Provided 
Present services include the federally required quintuplet of inpatient, 
outpatient, partial hospitalization, emergency, and consultational services, as 
well as aftercare, education, training, diagnosis, and rehabilitation. 
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Future plans will emphasize partial hospitalization, outreach, community 
education, consultation, training, and specialized programs in the areas of drug 
abuse, alcoholism, and children and youth. 
Among the objectives of this program are the enabling of severely ill 
patients to function in the community , equality of access and availability, and 
the movement of the inpatient service from the State Hospital to the community. 
Another objective is continuity of care, where one worker will follow the patient 
throughout his course of treatment. 
Progress has been made in the area of the neighborhood resources 
program, the drop in the number of inpatients and rise in day care, and the 
outreach, conducted on poverty monies, wherein the center is involved in 
psychiatric nursing homes and conducts community visits. 
Inpatient services 
This is a last resort service. 
The average length of stay is less than eighteen days. Patients are 
seen by a psychiatrist on admission and assigned to mental health workers from 
their area team. 
Continuity of staff is very important, particularly for the severely ill 
patients. Many of the same team members from the patient's area division 
will follow him through his entire treatn1ent period. 
Staff. The team is composed of a registered nurse, psychologist, social 
worker, mental health aides, and Brigham Young University psychology, social 
work, and nursing students. Weekly meetings are held to discuss patient 
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progress. The area coordinator follows the patient through the treatment pro-
gram and meets with the family and with other mental health agencies and also 
functions as a therapist. He reports on the family situation at the meetings. 
Therapy. Both activities and therapy take place in the center. Hos-
pitalized patients are not segregated from other patients. Plans are made for 
the patient's return to the community, including a job. Groups continue even 
after the patient's discharge. 
Outpatient adult services 
Besides regular outpatient therapy, this division takes care of 
psychiatric emergencies, patients utilizing chemotherapy who visit the clinic 
rarely, and diagnostic evaluation for other agencies. 
Therapy. Before group treatment, the patient is usually prepared by 
individual orientation sessions. Modes of therapy available are individual, 
group, couples, and family therapy; and didactic (instructional) sessions in 
parent- child, marital, and family relations as well as for the treatment of 
alcoholism. 
There are also a staff inservice, program development, and statistical 
compilation. 
Intern1edia te mental 
health services 
This term refers to partial hospitalization, where the patient remains 
a functioning member of the community. 
Evening care. Therapy groups and classes are held three nights of 
the week. 
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Partial day care. Intermediate between regular day care and outpatient 
care. 
Partial weekend care. This service is conducted for a half-day on 
Saturdays. 
Weekend care. This service is located at the inpatient unit. Day, 
evening, or full-time weekend care are offered. 
Night care. This is also offered through the inpatient unit. 
Day care. This service is carried on during center hours of 8:00 to 
5:00 and is by far the most extensive. 
Therapeutic modes available are chemotherapy; group, individual, and 
milieu therapy; and socialization in natural groupings. 
Other activities include recreation, mostly in the community; monthly 
luncheons and a snack bar run by the patients; films; instructional classes in 
health, physical development, and home arts, taught by volunteers; work 
training in outdoor and domestic work and crafts; and help in using community 
agencies. 
At admission, families attend a family orientation meeting where they 
are told about center services and urged to get involved in treatment. 
Patients may attend the weekly progress review as well as the weekly 
center meeting where they may evaluate and ask questions about the program 
and plan activities. 
Inpatients, community home patients, and alcoholics use day care 
facilities. 
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There are also the neighborhood outreach and community homes, both 
follow-up programs, and the Consumer Council, partially made up of past and 
present patients. 
There is clinical training for students in this program. 
Community consultation, 
education and coordination 
Consultation. The community coordinator provides consultation to 
schools and other agencies and groups. The outreach teams provide both 
consultation and direct services. The Youth Services consult with schools, 
juvenile court, the Neighborhood Youth Corps, and Crisis Line. 
Education. The community coordinator organizes workshops, seminars, 
and bi-weekly classes for other agencies and the public. Parent workshops are 
conducted in outlying communities to help parents understand their children. 
Clubs, organizations and high schools tour the inpatient facilities. Patient 
panels, community meetings and staff lectures are presented. Staff and 
patients also appear before community groups. 
Community coordination. Town meetings on mental health are held 
with representatives of community agencies. Volunteers are enlisted and the 
L. D. S. Church program of frequent member contact is utilized. 
CHAPTER IX 
CONCLUSION 
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There is considerable skepticism among some of those who have worked 
so hard for a Northern Utah comprehensive mental health center that it will 
ever actually be completed, and to some extent, concern is justified. A delay 
in funding can be fatal in these days when funding depends so much on political 
fads. 
However, with an approved plan now ready for funding there seems to 
be more hope than ever before that this much needed service will become a 
reality. 
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CHAPTER X 
SUGGESTIONS FOR FUTURE RESEARCH 
It will be recalled that some of the goals of the comprehensive community 
mental health center are: to serve as an alternative to state hospitals; to pro-
vide neighborhood outpatient treatment; and to eliminate the discrepancy be-
tween treatment for rich and poor. 
Howe·ver, a Ralph Nader task force (which we have mentioned before) 
points out that in many instances, these goals have not been met (Nader on 
Mental Health Centers: A Movement That Got Bogged Down, 1972). Some 
of their criticisms are: 
1. The decrease in the use of state hospitals is due to the use of 
drugs and nursing and foster care homes, rather than to out-
patient treatment by the community centers. 
2. The centers are often not accessible psychologically, geograph-
ically, or financially. 
3. The indigent and the most severely ill are frequently excluded 
from treatment. 
4. There is often little citizen involvement in decision-making. 
5. There is too much emphasis on bricks-and-mortar construction. 
Other problems this group has pointed out are: Who decides what's 
best--the professionals or the community? What should more attention be 
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given to--severe disorders or "problems of living" such as housing, unemploy-
ment, and the need for political action? Are professionals, who tend to alienate 
laymen, or poorly-trained paraprofessionals , who have rapport with the people, 
the best mental health workers? 
Another question which occurs to the writer is, are employees selected 
purel_-.- on merit--or is there a tendency for those who hire to pick people they 
know for the job? 
These questions and observations should be a good basis for future 
research, if and when the proposed center becomes a reality. 
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Extent of Social Disorder 
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Table 5. Psychiatric admissions 
Other Hospitals 
Within OUtside 
Region State Hospital VA Hospital Region Region Total 
Cache County 
(1963) 128 
Utah (per 
100, 000 pop. 
1960) 
9 72 12 
(Adapted from Utah's Comprehensive Mental Health Plan, 1965, in Fifield, 
1971, Appendix III, p. 138 and 76.) 
Table 6. Northern Utah Mental Health Clinic: movement of patients, July, 
1963-June, 1964 
Carried over at beginning of year 
New admissions during year 
Under 18 
Over 18 
Total 
Terminations during year 
Under 18 
Over 18 
Total 
Carried over at end of year 
Under 18 
Over 18 
Total 
49 
39 
79 
118 
3 
11 
14 
10 
24 
44 
121 
124 
(Adapted from Fifield, 1971, Utah Comprehensive Mental Health Plan, 1965, 
p. 80) 
Table 7. Emotionally disturbed, 1968-1969 schoo l year 
Age group 
Primary (1-3) 
Intermediate (4-6) 
Jr. High (7-9) 
Sr. High (10-12) 
Total No. served 
Per cent 
No. not served 
Per cent 
Total No. needing 
service a 
Cache County 
2 
10 
12 
9.1 
119.2 
90.9 
131.2 
aFigured on 20 per 1, 000 needing service 
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Logan 
30 
18 
48 
55.2 
42.2 
44.8 
90.2 
(Adapted from Utah State Board of Education, in Fifield, 1971, Append ix IV) 
Table 8. Social indices, 1964 
Cache Valley 
Social disorder Number Rate 
Alcoholism 47 2.1 
Suicide 4 11.08 
Divorce 50 L4 
Adult crime 124 5.2 
Child neglect 6 4.7 
Non- support 8 4.9 
Illegitimacy 7 1.6 
Juvenile 
delinquency 189 12.6 
School dropouts 45 . 003 
Utah 
Rate 
14.5 
11. 1 
2.8 
22.0 
4.5 
4.5 
1.8 
0.5 
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United States 
Rate 
25.7 
10.6 
2.3 
25.1 
52.7 
2.1 
(Adapted from Fifield, 1971, Report of the Cache County Mental Health 
Survey.) 1964 
Table 9. Help Line calls 
Total calls 
Seriousness 
1-4 (not serious) 
5-9 (very serious) 
Type of problem (partial list) 
Psychological/ medical 
Interpersonal relationships 
(Information from Steve Duffner, 1972, Help Line Report) 
3931 
3522 
410 
697 
1653 
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Appendix B 
Letters of Appointment and Dismissal 
Paul R. Stowell, M.D. 
The Budge Clinic 
225 East 4 North 
Logan, Utah 84321 
Dear Doctor Stowell: 
June 19, 1970 
The Cache County Commissioners have authorized me as Health 
Officer to proceed with implementing the proposal for a Comprehensive 
Mental Health Clinic. The commission is acting for the Tri-County 
Commissions including Cache, Box Elder and Rich Counties. I am there-
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fore appointing you as chairman of the Advisory Committee to the proposed 
clinic and charge you with the responsibility of preparing the Comprehensive 
Mental Health Clinic proposals to be presented to the respective commissions 
with the thought in mind of presenting it to the proper authorities for approval. 
I've appointed the following people as a nucleus for your committee 
which can be designated as you see fit: Dr. Marvin Fifield, Mr. Heber Sharp, 
Mrs. Miriam Parkinson, and Dr. Jack J ohnson and Mr. Lyle Hilliard. 
I have asked Dr. Frank Hardy to act as a resource party as he has had 
experience in proposing these committees in other communities. Dr. Hardy 
has indicated that he would be happy to help with these proposals. 
Thank you for your help on this committee and I will be available for 
any assistance you might need. 
MCD:jc 
cc: Commissioners 
Committee Members 
Sincerely, 
Merrill C. Daines, M.D. 
Public Health Officer 
Dr. Marvin Fifield, Ph. D. 
1744 Country Club Drive 
Logan, Utah 84321 
Dear Dr. Fifield: 
Since the organization of the Bear River District Health Department, 
a board of health has been appointed and organized under the direction 
of the three county commissioners. The Northern Utah Mental Health 
Clinic will be supervised and directed by this board. We therefore 
have no need for a mental health advisory council as its functions will 
be part of the duties of the board of health. 
We have appreciated your service on the advisory council and wish to 
thank you for the time and effort that you have put into this important 
assignment. 
ee 
Sincerely, 
J. William Hyde 
Commissioner 
Merrill C. Daines, M.D. 
Health Officer 
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